Introduction
Endoscopic biliary stents can be used for management of a variety of pancreatic, biliary and hepatic benign diseases or malignancies such as choledocholithiasis, biliary leaks, pancreatitis, pancreatic and biliary carcinomas [1] . Currently two types of stents are being widely used. Plastic stents, which are less expensive, easier to remove or replace, appearing a higher risk of being clogged by debris or dislodged in the gastrointestinal tract and metallic stents which are more expensive, non-replaceable with minor risk of clogging or dislocation [1] [2] [3] .
Fortunately, distal stent migration is a rare complication, which occurs in 6% of all cases [4] [5] [6] most commonly affected the duodenum [5, 6] , whereas small bowel and colon are rarely affected [7] [8] [9] . It has been shown that in order to reduce the risk of migration, a stent should be placed adjacent to the sphincter of Oddi [10] .
Migration is more common in patients with benign than malignant diseases of the biliary tree [11] [12] [13] . Benign stenosis due to inflammation may contribute to stent migration. After regression of the local inflammatory reaction, a stent can easily move within the biliary tree. Among the complications associated with stent migration, intestinal bleeding, obstruction and perforation are of outmost importance [11, 12] . In cases of intestinal perforation, the stent should be immediately removed; otherwise it may lead to peritonitis and potential formation of intra-abdominal or retroperitoneal abscess. Furthermore, pelvic abscesses, colovesical or colocutaneous fistulas and necrotizing fasciitis due to perforation of the colon may also occur [14] [15] [16] . According to the literature, perforation of the colon appears more frequently by plastic stents [17, 18] . This case report study has been reported in line with the SCARE criteria [19] and presents a rare case of sigmoid colon perforation, due to plastic biliary stent migration.
Case report
A 75 years old female patient presented to the emergency department with diffuse abdominal pain, distended abdomen, nausea and vomiting. Clinical examination revealed tenderness over the left iliac fossa and supra pubic region and signs of peritonitis. White blood cells and C − reactive protein were abnormally elevated. She underwent an open cholecystectomy for empyema 2 months earlier, which was immediately followed by ERCP due to post-operative obstructive jaundice. During ERCP, a small plastic stent was placed into the common bile duct (CBD), after removal of CBD sludge. During the surgical procedure, the stent was dislocated and a larger stent was inserted into the CBD. ERCP was repeated a month later and the stent was successfully removed from the CBD, however no endoscopic or radiological tests were performed in order to locate and retrieve the first one. Post-ERCP and before her admission to the ER department, patient was completely asymptomatic.
After clinical evaluation in the emergency department, abdominal CT scan analysis revealed free gas in the abdomen, free fluid in left iliac fossa and lesser pelvis and a foreign body penetrating the mid-sigmoid colon (Fig. 1) . Emergency laparotomy was performed and a green plastic stent was found perforating the sigmoid colon through a diverticulum (Figs. 2 and 3 ). Hartmann's operation was performed by resection of the perforated sigmoid colon and part of the descending colon which revealed severe diverticulosis. Patient had an uneventful post-operative period and was discharged on 10th postoperative day. Approximately 6 months later patient was proceed in elective reoperation and bowel continuity was successfully established.
Discussion
Introduction of endoscopic biliary stents is a common and useful procedure which contributes to decompression of the biliary system. In cases of long-term treatment, stent migration can cause complications which can lead to life-threatening situations and sometimes diagnosis can be difficult due to absence of typical symptoms. To date, a small number of works are available concerning sigmoid perforation from a biliary stent [15, [20] [21] [22] [23] [24] [25] [26] [27] [28] . In most cases, the patient had concurrent diverticulosis or abdominal adhesions, which increase the risk for colonic perforation [7, 25] . When stent migration is suspected, an endoscopic retrieval is highly indicated, whilst in case of evident perforation, laparotomy should be performed.
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